Preliminary explorations of the trait model for personality disorders provided in Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) Section III suggest that the factor structure of proposed traits includes 5 higher order factors that resemble other dimensional trait models of personality. These prior investigations have been based on self-reported data obtained from personality questionnaires, as has much of the research literature from which such trait models have evolved. However, the DSM-5 itself involves judgments made by clinicians about their patients. Thus, it is important to examine whether this factor structure identified in recent studies can also be found in clinician rating data. This study examined the hierarchical structure of the 25 proposed DSM-5 traits in patient ratings provided by a sample of 337 mental health professionals. Exploratory factor analysis revealed a hierarchical structure that resembled previously reported trait structures. As with a prior investigation by Wright et al. (2012) , the various solutions estimated in the hierarchy of the DSM-5 traits resembled existing models of common mental disorders, temperament, and personality pathology.
The alternative Section III Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) proposal for the diagnosis of personality disorders (PDs) includes a dimensional maladaptive personality trait system designed to capture fundamental traits of personality that may be expressed in the form of PD. Various trait models have been proposed for this purpose, each differing somewhat in the particular descriptions of the traits, as well as in the number of traits described (Widiger & Simonsen, 2005) . In constructing a trait model suitable for use in DSM-5, the DSM-5 Personality and Personality Disorder Workgroup and Workgroup consultants (Krueger et al., 2011) sought to identify a number of relatively specific candidate traits operationalized at a low level in a hierarchical conceptual organization. To further refine this trait taxonomy, Krueger, Derringer, Markon, Watson, and Skodol (2012) created and refined a self-report instrument (the Personality Inventory for DSM-5; PID-5) to assess these traits using a sample of communitydwelling individuals who had sought mental health care. Initial exploratory factor analyses (EFA) of the PID-5 identified five higher order trait domains from these specific traits, which were labeled Negative Affect, Detachment, Antagonism, Disinhibition, and Psychoticism. These factors resemble the widely studied Big Five/five-factor model (FFM) in personality research (Costa & McCrae, 1992; Goldberg, 1993) , but with a focus on the more maladaptive variants of these basic domains (similar to the Personality Psychopathology-5 model; Harkness & McNulty, 1994) . Moving toward such a multidimensional model of personality in DSM-5 had been advocated even before the publication of DSM-IV (Clark, Livesley, & Morey, 1997) as such a framework could address many of the problems with PD diagnoses noted in earlier DSMs, such as extensive comorbidity among PDs, seemingly arbitrary criterion cutoffs, and apparent instability of diagnoses presumed to reflect enduring traits (Widiger & Trull, 2007) .
Subsequent research with the PID-5 has replicated this factorial structure. For example, Thomas et al. (2013) conducted an EFA using trait scale scores from the PID-5 conjointly with domain scores from the FFM Rating Form (Mullins-Sweatt, Jamerson, Samuel, Olson, & Widiger, 2006) and identified five higher order factors of the conjoint EFA that reflected the domains of the FFM. Wright et al. (2012) also provided a replication of the PID-5 factor structure, yielding a similar, recognizable five-factor domain structure. Furthermore, Wright et al. identified the hierarchical structure of the trait taxonomy as represented by this instrument, noting the elaboration of metaclusters of psychopathology (Andrews et al., 2009 ) composed of traits associated with psychotic features (e.g., schizophrenia spectrum) and internalizing features, and sharing externalizing features (e.g., conduct disorder, substance abuse) that resemble other classic personality trait structures, such as those delineated by Eysenck (1994) .
However, it is important to note that both the original study and the follow-up studies by Thomas et al. (2013) and Wright et al. (2012) were based on self-reported information gathered from nonclinical participants. There have been fewer studies of the structure of trait pathology that have used clinician ratings of patients, and there has been some variability in results, with some studies describing different structures that bear a greater resemblance to traditional DSM categories of PD (Morey, 1988a; Westen, Shedler, Bradley, & DeFife, 2012) . For example, Westen et al. (2012) obtained a hierarchical factor structure comprising three superordinate factors: Internalizing Pathology, Externalizing Pathology, and Borderline-Dysregulated Pathology. Although these factors resemble higher order factors found in investigations such as Wright et al. (2012) , second-order factor analyses factoring patients within each broad spectrum yielded lower order factors that bore a greater resemblance to traditional DSM PD constructs (e.g., antisocial-psychopathic, narcissistic, and paranoid within the externalizing spectrum) than do typical results from EFAs of questionnaire data. However, it is not clear whether the difference in the structural characteristics described in such studies is a result of use of clinician ratings of patients rather than self-reported data (often from nonpatients), or whether the nature of the input data (e.g., Shedler-Westen Assessment Procedure constructs vs. DSM PD criteria vs. trait descriptors derived from the lexical tradition) or differences in analytic strategy (i.e., Westen et al. used Q-factor analysis to derive their proposed structure) account for the observed differences. This question becomes particularly salient to the extent that the structure described by Wright et al. serves as a guide to trait organization that might be implemented at some point in the DSM-5. Although the PID-5 is an instrument developed specifically to assess the lower order trait facets of the alternative DSM-5 model, it is a self-report questionnaire that was developed in a sample that had sought treatment, but has been studied primarily in nonclinical samples subsequent to its initial development. Ultimately, the DSM-5 is designed to be a nosology used by clinicians to describe patients; perhaps related to the limited data on clinician use of such trait systems, the American Psychiatric Association's Board of Trustees did not adopt the recommendations of the DSM-5 Task Force for this new model for assessing PDs, relegating the trait model as well as the entire DSM-5 PD proposal to Section III for constructs in need of further study. Given this decision, it is particularly important to examine the stability of this trait structure across method and population to evaluate its suitability for ultimate adoption into Section II of the DSM-5. The purpose of this study was to help provide such information, determining whether the hierarchical structure reported by Krueger et al. (2012) and elaborated by Wright et al. replicates in a clinical sample, using clinician ratings as assessments. Aside from that critical difference, the methodological approach closely follows that of Wright et al. in attempting to explore the hierarchical structure of these traits at various levels (e.g., two-factor, three-factor, etc.).
Method Subjects
Data were obtained from a national sample of 337 mental health clinicians who provided diagnostic information on one of their patients, using an online survey located on a secured server. The clinicians were solicited via e-mail from membership lists of organizations including the American Psychiatric Association, Arizona Psychiatric Society, International Society for the Study of Personality Disorders, Society for Personality Assessment, American Board of Professional Psychology, American Board of Forensic Psychology, Southwestern Psychoanalytic Society, and the Association for Behavioral and Cognitive Therapy. Clinicians were asked to provide an anonymous formulation of one of their patients with whom they had a minimum of 5 hr of contact during the past year. Although the invitation indicated that the study involved PD diagnosis, it was made explicit that target patients did not need to have a PD diagnosis to qualify. Among 444 clinicians who clicked on the invitation e-mail and proceeded to the survey Website, 337 completed the survey, for a response rate of 75.9%. Clinicians received a $75 gift certificate to an online merchant for participating. Participants included 88 MD/DO psychiatrists, 213 PhD/PsyD psychologists, 10 DSW/MSW social workers, 13 master'slevel counselors, and 13 clinicians with other degrees. Survey invitations were tied to specific e-mail addresses such that only the invitee could complete the survey, and no invitee could complete it more than once.
The 5-hr contact requirement was imposed to maximize the likelihood that clinicians were sufficiently familiar with the patient to address diverse areas of personality functioning, although it was not necessary that the identified patient present with any PD. Although it is possible that the 5-hr restriction may have yielded an unrepresentative sample of PDs, the prevalence rates of the different PDs obtained in this sample were very similar to rates reported in other broadly inclusive studies (e.g., Morey, 1988b; Zimmerman et al., 2012) that examined all PDs, with the current study having somewhat higher representation of diagnoses less frequently found in outpatient settings (e.g., schizotypal and antisocial PDs) to obtain broad representation of all PDs.
Of the responding clinicians, the sample was nearly evenly divided between men (52%) and women (48%). The clinicians averaged 19 years (SD ϭ 10.9) of clinical experience. The majority of clinicians identified the nature of their contact with these patients as occurring in an outpatient mental health setting (69%); the remainder was approximately equally divided among forensic, inpatient, or general medical settings. The patient sample included more women (57%) than men, a finding noted in other studies with comparable samples (Morey, 1988b) . The patients ranged in age from 15 to 79 years, with an average age of 39 years (SD ϭ 13.9). A majority of the patients were European American (75% White; the remainder primarily either African American or Hispanic). The distribution of PD diagnoses, as calculated from DSM-IV criteria, was as follows: borderline, 40.1%; avoidant, 27.0%; dependent, 12.5%; narcissistic, 14.2%; paranoid, 21.1%; histrionic, 8.3%; schizoid, 14.8%; schizotypal, 9.5%; obsessive-compulsive, 8.9%; antisocial, 11.3%; PD not otherwise specified, 13.6%; no PD, 16.3%. These values sum to more than 100% because of the considerable overlap typical among PD categories.
Materials
Data from clinicians were collected by using an online survey questionnaire designed for the purposes of the project. Section 1 of this instrument provided demographic data on the clinicians, and Section 2 obtained various clinical judgments such as ratings of psychosocial functioning and estimated prognosis. Section 3 presented all diagnostic information pertinent to both DSM-IV and the proposed DSM-5 PD diagnostic system. With respect to DSM-5 personality trait judgments, clinicians were asked to provide ratings for the 25 trait facets that compose this model. On this rating scale, a one-or two-sentence definition of each trait is provided and clinicians are asked to rate patients on a 4-point scale ranging from very little or not at all descriptive to extremely descriptive, as outlined in the DSM-5 Section III trait rating scale (Krueger et al., 2011) . These 25 traits were presented to clinicians in alphabetical order to avoid any artifactual associations that might arise from grouping traits that are presumably theoretically related. Interrater reliability on these trait items was not studied in this sample and to this point there are few data on this topic. The institutional review board of Texas A&M University approved the study protocol, and all participants provided responses to indicate their informed consent to participate in the study.
Results and Discussion
To examine whether the empirical structure of the proposed DSM-5 facet traits replicated in a clinical sample using clinician ratings, we analyzed the ratings for the 25 traits by extracting components from a matrix of polychoric correlations (due to the ordinal nature of the trait ratings; Muthén & Kaplan, 1985) and rotating these components to varimax solutions. Empirical guidelines provided varying estimates of number of components to retain, ranging from three (minimum average partial method; Velicer, 1976) , four (parallel analyses; Timmerman & Lorenzo-Seva, 2011) , and six (Kaiser, 1958, criterion) factor solutions. Following Wright et al. (2012) , we used the method suggested by Goldberg (2006) for estimating hierarchical factor structure. This method involves the estimation of successive models with an increasing number of factors, the factor scores of which are then correlated. Thus, a one-factor extraction was conducted followed by a series of varimax-rotated principal component analyses with two to six factors, estimating regression-based factor scores for each solution. One-to six-component solutions were specified, as the latter solution represented the upper bound of empirical estimates of significant components in the data. These analyses involved principal component extraction (as suggested by Goldberg) followed by orthogonal (varimax) rotation because, as noted by Wright et al., unrelated factors provide the clearest portrayal of relations between levels of the hierarchy. The resulting hierarchy and the estimated path coefficients are presented in Figure 1 .
As was found by Wright et al. (2012) , two factors emerge from the general factor at the top of the hierarchy: These two factors were labeled Internalizing and Externalizing based on the pattern of loadings. All of the trait facets described by Wright et al. as This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
characteristic of these two "superfactors" loaded significantly (above .40) on their respective factors in the current clinician data as well. At the next step down the hierarchy to the three-factor solution, the Internalizing factor splits into factors labeled Detachment and Negative Affect, whereas the Externalizing factor maintains its structure. Again, this is the same pattern obtained by Wright et al., with trait facets describing these factors again quite similar to those obtained here. At the fourth level in the hierarchy, the results obtained here diverge from those of Wright et al., who found a split of Externalizing into two factors they labeled Antagonism and Disinhibition. This split does not occur in any of the six levels described for the current study. Instead, Detachment splits into two components, one more interpersonal reflecting Social Detachment, and one resembling Emotional Detachment that includes facets typically described in the DSM-5 system as reflecting Compulsivity. As with Wright et al. (2012) , the factor loadings for the fivefactor solution are provided here in Table 1 . The five-factor solution is of particular interest given the focus on this level of the hierarchy in the original derivation of the structure , in the replication of that structure by Wright et al., and in its potential theoretical ties to maladaptive variants of the widely studied FFM of normative personality (Harkness & McNulty, 1994; Samuel & Widiger, 2008) . Four of the five factors derived here bear a clear resemblance to the five-factor structures reported in previous studies. For instance, factor congruency coefficients for factor loadings presented in Table 1 and those reported by Wright et al. were computed and are presented in Table 2 . Using the factor names proposed by Krueger et al. (2012) Krueger et al. (2012) .
1 Thus, the replication of these factors in clinician rating data is comparable to replications previously obtained in nonclinical, questionnaire data.
Replication of the factors was particularly robust for the Detachment and Psychoticism factors, with markers of those domains obtained here corresponding closely to those reported by Wright et al. (2012) , and the congruence coefficients presented in Table 2 demonstrate reasonably discrimination as well as strong convergence for these two domains. However, there are some notable aspects in which the structures diverge. As noted previously, in the present study, the Externalizing superfactor obtained in both studies does not divide into Antagonism and Disinhibition domains, as it did in the Wright et al. data. Instead, at the five-factor level, the present study identifies a Compulsivity factor that bears a modest relationship to the negative pole of the Disinhibition factor described by Krueger et al. (2011) and Wright et al., but also includes traits such as Perseveration and Restricted Affectivity that were portrayed as part of Negative Affectivity in the Wright et al. data. Furthermore, the opposing pole of the Compulsivity factor obtained here does not include appreciable loadings for traits such as Impulsivity and Risk-Taking that are viewed as core Disinhibition components in these previous investigations. Instead, here these traits fuse with other Externalizing traits such as Callousness and Grandiosity. This may suggest that, in contrast to conclusions 1 By comparison, factor congruency coefficients between the factors obtained here with corresponding factors from Krueger et al. (2012) This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
derived from self-report, clinicians conceptualize flexibility and adaptability-not impulsivity-as the inverse of Compulsivity. Instead, the clinicians viewed Impulsivity as more related to traits such as Attention-Seeking or Manipulativeness-part of Antagonism according to data from Krueger et al. (2012) and Wright et al.
It should be noted that Markon (2010) also found no clear separation of Externalizing into Antagonism and Disinhibition components, using data provided from lay interviewers who evaluated community participants. Thus, the differing representations of the relationship between Compulsivity and Disinhibition (i.e., inversely vs. more orthogonally related) across this and previous studies may not be entirely driven by differences in the nature of the sample. These results demonstrate that the structure of personality trait facets of the alternative DSM-5 PD trait model, as reported by Wright et al. (2012) and Krueger et al. (2012) , replicates in many ways when studied using clinician judgment data. At the level of a three-factor solution, the structure is nearly identical, and the five-factor solution obtained here includes trait domains with clear links to extant dimensional trait models such as the FFM (e.g., Widiger & Simonsen, 2005) and particularly the Personality Psychopathology-5 model (Harkness & McNulty, 1994) . Importantly, the present study demonstrates that major elements of this structure continue to emerge when applied in a fashion consistent with the intended use of the DSM, namely, when asking clinicians to make decisions about trait extremity in their patients. Such results support the contention that these broad domains are generalizable across differing forms of assessment and information gathering, and that clinicians apply these trait descriptors in a manner that is generally structurally consistent with the results of self-reported information Thomas et al., 2013; Wright et al., 2012) . However, these results indicate the need for future research examining the relationship between Disinhibition and Compulsivity, which appears to be portrayed inconsistently across different studies.
This study represents an important extension of Wright et al. (2012) in that it extends the investigation of this trait structure into the domain of clinical judgments of personality traits. However, there is clearly a need for additional work to address the limits of the present study. For example, the interrater reliability of these trait judgments among clinicians has yet to be studied systematically. Furthermore, although the hierarchical approach helps refine understanding of the relationships among different trait constructs, it provides little guidance as to how a trait assessment system can best balance model complexity and parsimony. Ultimately, such questions may best be answered through accumulation of studies examining important external validators (Morey, 1991) .
These findings have important implications for the DSM-5 and its intended use as a clinical tool. The constructs studied here were those proposed for implementation in DSM-5, but ultimately relegated to Section III as constructs in need of additional study. Although the American Psychiatric Association Board of Trustees has offered no explanation for this decision, it is the case that factorial models of personality are often viewed as the province of academic psychology and the study of normal personality. However, the results presented here demonstrate that clinicians, with no particular training nor familiarity with the component facet traits of the alternative DSM-5 PD model, provide ratings of patients that bear considerable structural similarity to these factorial models, despite concerns expressed about the alleged complexity or unfamiliarity of trait ratings for practicing clinicians (e.g., Shedler et al., 2010) . This result underscores the robustness of these broad dimensions, as well as the potential for a straightforward, valid application of these concepts by mental health clinicians. Such results merit further replication, and they underscore the proposal that a structural dimensional model for personality traits can be both clinically feasible and theoretically interpretable as part of the official nosology for the description of PD. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
